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ame, and address), do hereby des
ASD and FPermi . Aoy
d telephone of designated health care agent), as myfo P
authorized in this documesnt. For the purposes of this
asenl, or withdrawal of coasent to any care, treatment,
or procedure to maintain, diagnose, or treat an individual's

(losert o
=

Or 0 (Insert name, address, an
o y-in'ts 'rfg\make health care decisions for me as
document, “health care decision™ means consent, refusal of o
Bon-treatmenl, a3 provided in Chapler 7.70 RCW, service,
" physical condition. ) L .

2 cnmrmormmmromornwommmmmm )
B'ylhisdmimlrliniehdmaeeieadlrablepowaofaﬂomeyﬁxheaithéi’éﬁis
my dissbility or incompeience and shall continue in fil] force

power of attomey shall not be affected by
andeﬁcdunﬁlmokedmlamina}edmsetﬁmhinpamgmphg.
Suliect to any limitations n this document, | herebry grant 1o ry agent full power and authority to make heaith care decisions
for me 1o the same extent that I could mate such decisions for myself if 1 had the capacity 1o do so. In exercising this
authority, my sgent shall make heatih cass decisions that are consistent with my desires as stated in this documment or
otherwise made known !o‘my agent, includirg, but not limited to, my desires coucerning ob!ainizig or refusing or
withdrawing life-prolonging care, treatment, services and peocedures. Provided. howeves, my agent may not consent, without
£ant approval, to any precedure re&sxgd fo in RC.W. 11.92.040(3] that requires court approval before a guardian may conssnt
tosuch. ’ : ; . :

4. STATEMENT OF DESIRES, SPECIAL FROVISIONS, AND LIMITATIONS o )
In exercising theAauthor'ity under this durable power of attorney for health care, my agent shail act consistently with my
desires and is subject to the special provisions and limitations stated in any living will which [ have executed.

% INSPECTION AND DISCLOSURE OF INFORMATION RELATING TO MY FPHYSICAL OR MENTAL HEALTH

- Subject 20 any Limitations in this document, oy agent has the power and autherity to do all of the following:

& Request, revisw, and receive any information, verbal or written, regarding my physical or mental health. including
- but oot limited to, medical and hospital records. ¢ s

b Execute on my behalf any releases or cther documents

& Consent to the disciosure of this infcrmation.

d.  Consen! to the donation of any of my organs for medical purposes.

<o

that may be required in order to obtain this information.
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6. SIGNING DOCUMENTS, WAIVERS AND RELEASES R i -
’ V/here necessary fo implemen? the health care decisions that my agent is authorizéd by this document to inake, my
agent has the power and authority to execute vn my bebalf !l of the following: ) .
2. Pucuments titled cr purporting to be a “Refusal to Permit Treatment™ and “Leaving Hospital Against Medical
Advice™. _‘ - :
b.  Any necessary waiver of release from liability required by a hospital ot physician.
P ©  Any documents pursuant to the power of substitution in the premises, which i hereby. grant to my agent subject to
- my choice of alternates below. - .

7. DESIGNATION OF ALTERNATE AGENTS __ . . ‘

S 1i the person designated 2s my agent in paragraph 1 s not available or becomes ineligible 10 act as my agent to make a
e bealth care decision for me or loses the mental capacity lo make health care decisions for me, or if I revoke that
I - person’s appointment or authority to 2<t 25 my agent to make health care decisions for me, then 1 designate and
’ 7 ' appoint the tcllpeing pezsons lo serve as my agent to make bealtk care decisions for me as authorized in this
o document, such persons to serve in the order listed below:. - -
o a  Fis \ _

82,
name dddress and telephozne pumber of first alternate 2gent -

: e b ond Alternate Agent: [w:ﬁﬁ_mmo

N T - {lasert name, address and telephone number of second alterfiate ageot) .
- . 8. PRIOR DESIGNATIONS REVOKED ' B '
{ revoke any prior durable power of attorney for health care.

9. TERMINATION . ) -
This power of anomé}' may be terminated by written notice, court approval of revocation, récc—.rding a notice with the
_Counly Auditor/Recorder, and shall be auforia
knowledge of such by my agent. e

lically reveked upon my death but oanly upon actual notice o

10. APPLICABLE LAW - - .
The laws of the State of Washington 6f the United States of America shall govern this power of attorney. . )
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INDIVIDUAL ACKNOWLEDGEMENT

- I certify that 1 know or have saliisfactm'y'evidence that fQ t I‘(C'K ) K/’I I’(—;' ‘H£“: :
who 2ppeared before me, and said person acknowledged that signed this instrument and v
fi‘ee and voluntary act for the uses and purposes mentioned\in the instmmeut_{ S
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) Notary Public in and for the State of 7

: My appointment expires:




